A 47 year old man developed a fistula from the right ventricular branch of the right coronary artery to the right ventricular cavity in association with distal occlusion of the main trunk of the right coronary artery. There was no clinical or electrocardiographic evidence of acute myocardial infarction.
Spontaneously acquired fistula from the right coronary artery to the right ventricular cavity coronary artery just distal to its first right ventricular branch, which was considerably dilated and (together with several smaller vessels) was feeding an abnormal leash of vessels draining directly into the right ventricular cavity.
He underwent coronary artery bypass grafting. At operation there was no suggestion of a tumour and the inferior surface of the heart was free of important scarring, which accorded with the lack of electrocardiographic or clinical evidence of a second infarct. The dilated first right ventricular branch of the right coronary artery was identified and tied off distally. No other abnormal vessels could be visualised.
Discussion
We are aware of one report of an angiography documented acquired coronary artery fistula after myocardial infarction in which a fistula developed from the diagonal branch of the left anterior descending artery and communicated with the left ventricular cavity.' At rest our patient had considerable wall motion abnormality in the territory of the right coronary artery but no history or electrocardiographic changes suggestive of infarction. Chronic ischaemia produced by progressive occlusion of the right coronary artery could have caused the wall motion abnormality while at the same time acting as the stimulus for the development of collateral vessels from the first right ventricular branch. Aberrant development of collateral vessels then led to fistula formation. Myocardial ischaemia in patients with congenital and acquired coronary artery fistulas has been attributed to coronary steal.' The development of the fistula in our patient could have coincided with the worsening of ischaemia and his readmission in 1987.
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